The period prior to surgery can be an extremely anxious time with concerns regarding the availability of a bed on admission to hospital; the fear of dying under the anaesthesia; fear of pain and for some the possibility of cancer. High levels
Introduction
Patient barriers can be organised into two important areas. The first relates to anxiety and its relationship to the experience of pain, while the second are factors that prevent patients reporting their pain. In a study investigating patients' knowledge of common medical terms and their surgical care, findings revealed that many held misconceptions about pain management and a significant number were unaware that the of anxiety are known to influence the level of pain (Martin 1996 , Shi et al 2003 . Many patients come into hospital for surgery expecting pain and often have low expectations about pain relief (Carr & Thomas 1997 , Wickström et al 2005 . Previous experiences and stories from family and friends can further elevate anxiety. These raised levels of anxiety often continue in hospital and are exacerbated by rituals such as wearing night clothes during the daytime and lying on trolleys to go to theatre (Carr et al 2006) . Preoperative visits offer an ideal opportunity to explore previous pain experiences, expectations about pain and concerns. Patients who have previously experienced poor pain management in hospital or who are highly anxious will benefit from proactive strategies such as reassurance, teaching of simple relaxation techniques and being prescribed an anxiolytic agent and analgesics prior to surgery.
A range of factors are known to prevent the patient from reporting his or her pain, even when explicitly asked about. The reasons are many but can include: thinking the healthcare professional is the authority on their pain; distracting the surgeon from his or her job in treating the problem; a fear of injections; worried about being 'unpopular'; and that pain isn't actually harmful and can be endured. It is the latter that I am particularly interested in.
Warning: pain may cause irreversible harm
Recent neurobiology paints a more sinister picture than previously thought. Pain can have long lasting effects on the central nervous system. Inflammatory pain from tissue damage, such as surgery, is conveyed through nerves called noiciceptors which send volleys of impulses up the spinal cord to the brain where it is interpreted as pain. You may remember a patient who has woken up in agony and quickly becomes frightened and distressed. The pain is difficult to control and they may require large amount of opioids to gain comfort. This situation can contribute to the development of chronic pain by leaving behind an 'imprint' which can make patients' pain difficult to control in future situations. This state of affairs has been called 'central sensitisation' and it is a state of hyperactivity of the central nervous system. The beliefs of patients (and professionals) that pain, especially acute pain, is short term and will eventually go away without harming them, is a myth. This needs to be dispelled as pain is harmful and can leave long term damage. We are beginning to see a nervous system which has 'plasticity' or the ability to change its response depending on the stimulus.
The development of a second type of pain following a surgical intervention may be 'neuropathic' pain and is related to nerve damage during surgery. While pre-emptive analgesics have had variable success in trials, recent research suggests that the period of nerve blockade should be extended to reduce the likelihood of these changes occurring (Xie et al 2006) . The use of a preoperative neuropathic analgesic, such Pregabalin, is likely to be helpful for some surgical patients. There are many examples of where acute, poorly controlled pain can develop into chronic or persistent pain (Visser 2006) . See Table 1 for the associated incidence of chronic/persistent pain following different surgical procedures.
It is important that patients are told that pain can be harmful and a simple explanation of how it can change the way the brain perceives pain. Many patients in pain lie still to avoid the pain associated with coughing, deep breathing and moving around which can contribute to complications postoperatively such as deep vein thrombosis, Cath Wade making up a PCA for a patient in recovery chest infection, increased anxiety and even depression. Including information to encourage them to take analgesics to permit them to be comfortable enough to undertake simple mobilisation is important. It will motivate them to report pain and not underplay their discomfort.
In summary, patients entering hospital are likely to be anxious and this may affect their pain. Proactive measures such as preoperative visits which explore such anxieties and offer simple relaxation teaching can be helpful. It is important to educate patients that pain is not harmless and enduring unrelieved pain can leave permanent changes on their central nervous system which may precipitate them developing chronic pain.
Professional barriers
Over the years professionals have been scrutinised about their pain management skills. Deficits have been identified around knowledge, assessment, documentation and prioritisation. Thus these become 'professional barriers' to good pain management. During the perioperative period there are specific challenges, such as assessing pain in people who cannot communicate easily, and I want to explore this further. Is research serving us well and helping? What sort of education is good at reducing the barriers we face in practice and how can we overcome some of those barriers imposed on us through others who may prescribe inadequately? These the questions that will now be explored and answered.
Assessing pain
Pain is extremely prevalent and often concealed in our delivery of routine care. The priority of ensuring stable cardiovascular and renal function may
Incidence of chronic pain following surgery (%)
■ 30-85% amputation Set the scene: You are a junior anaesthetist on a busy recovery unit and you ask for your student to role play him or herself. They have been looking after a woman who is just waking up following a hysterectomy. Her pain is not well controlled and despite having had the maximum dose of IV morphine prescribed (15mg) she still has pain and is restless and calling out. The crux of the problem is that the doctor doesn't have enough information to be able to make a decision. The nurse is also blocked -having to go back to the poor patient without any more analgesic.
What usually happens:
How to get more analgesics prescribed: Table 2 ).
Assessing pain in patients who cannot communicate becomes extremely challenging. It may be possible to ask someone to indicate their pain level by 'blinks' for a pain score. Puntillo et al (2002) used the Pain Assessment and Intervention Notation (PAIN). They showed that by noting eye signals, facial expressions, hand or leg movements they were able to increase the use of opioids.
Several authors have written detailed papers considering the management of acute pain and why it continues to be problematic (Schafheutle et al 2001 , Twycross 2002 , Sloman et al 2005 Table 3 ).
There are other difficulties which I hear through my 'pain grapevine' . Recently I heard of the problems facing recovery staff when a particular anaesthetist was reluctant to prescribe adequate pain relief for his patients. Despite requests he would not reconsider his prescribing -a major barrier for effective pain relief (There may be many reasons for this: a survey of anaesthesia clinicians concerning their use of regional analgesia revealed that many overrated the risk of complications and, while 100% said they used or would allow this technique, in practice only 6% actually did (Boyd et al 2006) ).
An audit was therefore undertaken over a one month period. All anaesthetists were assigned a letter to ensure anonymity and pain scores on 'waking' from anaesthesia and at 10 minute intervals were recorded. These were transferred to simple graphs and hung in a prominent place. Interestingly a great deal of interest in the scores emerged and discussion began as to, 'how did B manage his list so well' , and, 'what does P do that makes them all so sick?' . It was an excellent way of illuminating difficulties and also facilitating discussion and the identification of good practices.
There would appear to be good news for recovery nurses. A recent survey of 14 hospitals revealed that, 'postoperative pain was generally managed well in the recovery room for all procedures, with almost 90% of patients recording a pain VRNS of 0-4. This reflects the importance to anaesthetists of good postoperative analgesia and the efforts they have made to educate recovery room nurses, particularly over the last decade. It may also reflect the influence of recovery staff on less enlightened anaesthetists in encouraging better prescribing of analgesia' (Moss et al 2005) .
My concluding thoughts on this section draw me to consider why education has failed to equip healthcare professionals with good knowledge about pain management? I propose some responses: For one reason it is not mandatory to include any education on pain in pre-registration training and education. A review of 50 nursing textbooks concluded that pain content was limited (Ferrell et al 2000) . Most education about pain management is attained following registration and yet a recent scan of the American Journal of Operating Room Nursing (AORN) revealed that from October 2005 to June 2006, given an average of 27 editorials/articles per issue, there were 242 opportunities but not one emerged on the topic of pain (see Table 4 ). So we have a mismatch between need and activity and educational opportunities. We need more nurses in the perioperative arena championing for pain.
Organisational barriers
The organisation within which pain management takes places often imposes a number of restrictions which may inadvertently hinder the effective management of pain. These can relate to accountability for pain management, trust or hospital policies regarding drug administration and resources available. Beyond the hospital, national policies can influence the availability of analgesics. Policies affecting the importation of opioids have received considerable attention in recent years as it is increasingly recognised that these restrictions reduce the quality of life for many people including those in European countries (Blengini et al 2003) .
Lack of accountability
Over 30 years ago a book was published called The Politics of Pain Management by Fagerhaugh and Strauss (1977) . The text detailed a research study involving observation and interviews with staff and patients in a hospital. One of the main conclusions they came to was that no one individual was accountable for the management of pain. In such situations it is highly unlikely that when a person experiences inadequate pain management someone will do something about it.
Reflect for a moment on who is accountable in your area: There may be good accountability and you have identified a patient in pain and would like to give them a prescribed opioid. However, the hospital policy may provide a further barrier to the timely administration of the analgesic. This relates to a common hospital policy which requires two nurses to check a controlled drug. Many hospitals continue to use this policy and indeed many nurses feel this makes the administration of these drugs safer. In reality errors are well documented, even when two people check the drug, as part of the problem lies in the range of other factors that might contribute such as poorly written prescriptions (Anderson & Webster 2001) . The requirement for two nurses to check a controlled drug is not a legal one (Royal Pharmaceutical Society of Great Britain 2005). The use of oral morphine 10mg/5ml has meant this preparation can be carried on a drug trolley for immediate administration, rather than taking the prescription and saying 'we'll come back later' . This usually means someone enduring further pain for perhaps another 30-40 minutes. Reflect on your local policies and assess whether they hinder you delivering analgesics. It might be helpful to time how long it takes to prepare and administer the analgesics over the period of a week by keeping a brief tally on a piece of paper. All you need to do is note the start time (identifying patient in pain) and end time (giving analgesics). This information can be helpful when requesting a review of policy.
Resources
The Joint Commission on Accreditation of Health Care Organisations published a set of standards, entitled Setting the Standard (JCAHO 2001), for accreditation in American hospitals. These standards can be helpful in providing a framework for good quality pain management and can highlight areas where resources may be inadequate. For example the provision of a dedicated pain management team and a formal quality programme are cited as a standard. It is helpful to use published standards such as these in measuring performance and identifying areas for improvement. Used with an audit cycle they can be a powerful combination to support a request for additional resources by framing the request in more formal and structured manner.
Conclusion
The relief from pain has been said to be a 'basic human right' . While none of us would intentionally deny another human being good pain relief, a complex range of factors often hinder our attempts to provide good quality pain management. These factors include patients' beliefs, our own knowledge and skills, as well as those of our colleagues. We work together in complex organisations and policies influencing our care may be under the jurisdiction of others who do not fully understand the nature of our working environment. I hope this article has inspired and given you a new perspective to your approach to pain management.
